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Abstract 

Aim: Temporomandibular disorders (TMDs) have frequently been encountered in the general population over past years. It is aimed to evaluate the presence 
of the TMD using the Fonseca Anamnestic Index (FAI). 

Material and Methods: Individuals included in the study were aged 18 and over without known TMD, who applied to the prosthodontics clinic. The study included 
120 volunteers, 61 male (50.98%) and 59 female (46.93%) participants. The mean age was 48.91+18.3 years. Intraoral findings and the presence/severity 
of TMDs of participants were evaluated with the FAI. The data from intraoral findings were collected and analyzed using descriptive statistical methods. The 
significance was evaluated at p<0.05 and p<0.001 levels. 

Results: TMD was not observed in 43.33% (n=52) of the participants. Mild TMD was detected in 43.33% (n=52) of patients, moderate TMD in 8.33% (n=10), 
and severe TMD in 4.99% (n=6). While there was no significant difference between TMD severity levels and age (p=0.238), there was a significant relationship 
with gender (p=0.01). No correlation was found between FAI score and age (r=-0.078; p<0.40). While no pathological findings were present in 33.3% of patients, 
tooth wear was the most common intraoral finding (50.83%). A significant relationship was found between the presence of linea alba and TMD severity 
(p=0.001). 

Discussion: FAI is a trustworthy diagnostic tool in clinical practice, which should be preferred to detect the severity of early stage TMD-related symptoms in 
individuals. 
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Introduction 

The temporomandibular joint (TMJ) is one of the most complex 
joints in the human body. It is responsible for the opening and 
closing of the jaw and controls the protrusion, retraction, and 
lateral movements of the mandible [1]. TMJ is also the kinematic 
bilateral connection of the skull between the mandible and 
temporal bones [2]. It is related to communication, emotional 
expression, and eating [1,2]. 

Temporomandibular disorders (TMDs) are clinical disorders 
recognized by symptoms such as pain in the TM) or masticatory 
muscles, limitation of jaw movements, deviations/defects 
when opening the mouth, and clicking/popping or crepitation 
in the TM) during function [3]. Even though TMD is not life- 
threatening, it typically impairs individuals’ quality of life due to 
its chronic course. The severity of symptoms is related to the 
age and gender of the patients. 

It is stated that women aged 20 to 40 presents more TMD 
symptoms at rates ranging from 2 to 6 times compared to men 
[4]. According to various sources, 8 out of 10 people treated 
by dentists have bruxism (clenching) or TMD [5]. In a study in 
Turkey, the incidence of TMD was reported as 31% [6]. TMD 
symptoms usually peak in middle age, as the need for prosthetic 
therapy and rehabilitation often increases. 

Patients’ awareness of TMD and their reasons for visiting the 
dentist may differ. Important factors that require patients to 
visit the dentist include sudden changes in occlusion due to 
the effects of the muscles controlling the jaw position and 
the presence of pain in the TM). In contrast, other studies 
have reported that TMD symptoms can be detected in healthy, 
asymptomatic individuals [7-9]. While Lovgren et al. reported 
that 30% of participants had TMD [9], Schiffman et al. reported 
that 69% of the participants presented TMD symptoms, 
with 34% of this group having severe TMD [7]. Solberg et al. 
reported that 65% of participants had TMD symptoms, but 
only 5% required treatment [8]. Thus, these studies collectively 
indicate that the assessment of the clinical severity of patients’ 
complaints is more important than assessing the total 
symptoms alone [7-9]. 

The Fonseca Anamnestic Index (FAI) is a diagnostic tool that 
can be used to classify TMDs according to their severity [10,11]. 
This index can be used to determine TM) pain, headache, 
bruxism, limitation of mandibular movement, presence of 
malocclusion, neck pain, and emotional stress [12]. Originally 
produced in Portuguese and English, FAl has been translated 
into many languages, including Arabic, Turkish, Spanish, and 
Chinese. FAI is used to identify pain-related and/or intra- 
articular TMDs [14], its Turkish version has been applied to 
investigate asymptomatic TMDs in clinical practice [15]. Topuz 
et al. preferred the FAI to evaluate the severity of TMDs in 
females [16], and Kaynak et al. examined its accuracy and 
reliability with TMDs [13]. 

The FAI is important for raising awareness to start treatments 
of TMD-related symptoms at an early stage. 

The aim of this study is to determine the presence and severity 
of TMDs in individuals aged 18 and over without known TMD 
who applied to the prosthodontics clinic at the Pamukkale 
University (PAU) Faculty of Dentistry. 


Material and Methods 

Study design 

The study was approved by the PAU Medical Ethics Committee 
(Approval no: E-60116787-020-113971). One hundred and 
thirty-five patients aged 18 and over had appointments at 
the Prosthodontics Clinic in October 2021. Three patients had 
mental disabilities, one chose not to participate in the study, 
and eleven were diagnosed with TMD before being excluded 
from the study. Finally, 120 volunteer patients without known 
TMD were included in the study. 

Data collection 

Intraoral findings (tooth wear, tooth and implant fracture, 
presence of linea alba) and the presence and severity of TMDs 
of the participants were evaluated. 

Participants were provided with the Turkish version of the FAI in 
its validated form used by Kaynak et al. [13]. The FAI was utilized 
through an evaluation form consisting of 10 questions, each 
with three options (yes, sometimes, and no), and the answers 
to these questions were generated using the scoring guide 
reported with the original FAl report (yes=10, sometimes=5, 
and no=0). After scoring the responses, individuals were 
classified according to the severity of their current TMD from 
O to 15 points (no TMD), 20 to 40 points (mild TMD), 45 to 65 
points (moderate TMD), and 70 to 100 points (severe TMD). The 
clinical data, including intraoral findings, collected for the study 
were evaluated by all investigators participating in the study. 
Statistical analysis 

The study data were analyzed using descriptive statistical 
methods. The Chi-square test was used to analyze qualitative 
variables. The Kruskal-Wallis test was used to compare 
quantitative data. Pearson’s test was used for correlation 
evaluation. The significance was evaluated at p<0.05 and 
p<0.001 levels. 


Results 

A total of 120 volunteers, 61 male (50.98%) and 59 female 
(46.93%) participants were included in the study (Figure 1). 
The mean age of the participants was 48.91+18.3 years. The 
FAI results are shown in Table 1. While no TMD was found in 
43.33% (n=52) of the study participants, 43.33% (n=52) of 
the participants reported mild TMD, 8.33% (n=10) reported 
moderate TMD, and 4.99% (n=6) reported severe TMD (Figure 
2). In the mild TMD group, the most common complaint was 
stress (84.78%), followed by parafunctional habits (63.04%). 
In 56.25% of the participants with moderate TMD, pain in the 
masticatory muscles, parafunctional habits, and stress were 
reported. In the severe TMD group, pain in the masticatory 
muscles, neck pain, pain in the TMJ, sound in the TM), and 
malocclusion sensation (100%) were found at the same rate 
(Table 1). 

There was no statistically significant difference in age between 
TMD-Fonseca severity levels (p=0.238, Table 2). When TMD- 
Fonseca severity levels were compared according to gender, a 
statistically significant relationship was found (p=0.01, Table 
2). There was no correlation found between the total FAI score 
and age (r=-0.078; p<0.40). While no pathological findings were 
found in 33.3% of patients, tooth wear was the most common 
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intraoral finding in 50.83% of the participants. In addition, a 
statistically significant relationship was found between the 
linea alba and TMD severity levels (p=0.001) (Table 2). 

The relationships between gender and intraoral findings and 
answers to FAI questions were evaluated, as seen in Table 3. 
A statistically significant relationship was found between both 
genders and the absence of intraoral pathological findings 
(p=0.024). The incidence of pathology between the genders 
was found to be lower than its absence. A relationship was 
found between both genders and difficulty in mouth opening 
(p=0.008). In both genders, a significant difference was found 
between patients who did not have difficulty in mouth opening 
and those who sometimes had difficulty. Accordingly, the 


Table 2. Comparison between temporomandibular disorder 
(TMD) severity levels and age, gender, and intraoral findings. 


TMD SEVERITY LEVELS 


Figure 1. Study flowchart. 


Table 1. FAI results and frequency of participants (number and 


percentage) who answered positively to the features in FAI. 


Questions 


Q1. Do you have difficulty opening your mouth 
wide? 


Q2. Do you have difficulty moving your jaw to 
the sides? 


Q3. Do you feel fatigue or muscle pain when 
you chew? 


Q4. Do you have frequent headaches? 
Q5. Do you have neck pain or stiff neck? 


Q6. Do you have earaches or pain in that area 
(temporomandibular joint)? 


Q7. Have you ever noticed any noise in your 
temporomandibular joint while chewing or 
opening your mouth? 


Q8. Do you have any habits such as clenching 
or grinding your teeth? 


Q9. Do you feel that your teeth do not come 
together well? 


Q10. Do you consider yourself a tense (nervous) 


person? 


No Mild 
TMD 
(20-40 point) 
(n=46) 


TMD 
(0-15 point) 
(n=52) 


Answers to 


Questions 


A1. Difficulty opening 


No Sometimes 
n (%) n (%) 
105 (87.5) 9 (7.5) 
106 (88.3) 0 (8.3) 
85 (70.8) 18(15) 
8 (65) 27 (22:5) 
69 (57.5) 22 (18.3) 
83 (69.2) 21 (17.5) 
84 (70) 7 (14.2) 
71 (59.2) 21 (17.5) 
72 (60) 10 (8.3) 
4 (45) 33 (27.5) 


Moderate 


TMD 


(n=16) 


‘ciatith 0 (0) 4 (8.69) 6 (37.5) 
ieee Lula 1 (1.92) 6 (13.04) 3 (18.75) 
sideways movement 

A3. Muscle pain 

when chewing 3 (5.76) 17 (36.95) 9 (56.25) 
A4. Headache 10 (19.23) 21 (45.65) 6 (37.5) 
AS. Neck pain 10 (19.23) 27 (58.69) 8 (50) 
A6. Pain in TM) 3 (5.76) 20 (43.47) 8 (50) 
A7. Sound in TME 3 (5.76) 21 (45.65) 6 (37.5) 
A8. Parafunctional 

ane 7 (13.46) 29 (63.04) 9 (56.25) 
AD. Feeling ot 8 (15.38) 28 (60.86) 6 (37.5) 
malocclusion 

A10. State of stress 13 (24.9) 39 (84.78) 9 (56.25) 


TMD: temporomandibular disorders 


(45-65 point) 


Yes 
n (%) 


6 (5) 


4 (3.3) 


17 (14.2) 


15 (12.5) 
29 (24.2) 


6 (13.3) 


19 (15.8) 


28 (23.3) 


38 (31.7) 


33 (27.5) 


Severe 
TMD 


(70-100 point) 


(n=6) 


5 (83.33) 


4 (66.66) 


6 (100) 


5 (83.33) 
6 (100) 
6 (100) 


6 (100) 


4 (66.66) 


6 (100) 


5 (83.33) 


P Moderate Severe 
Mild TMD 
TMD TMD 
(n=52) 
(n=10) (n=6) 
n n n n n 
Fh MeanzSD MeanzSD Mean+SD MeanzSD MeanzSD 
< Min-Max Min-Max Min-Max Min-Max Min-Max 
(Median) (Median) (Median) (Median) (Median) 
4 n=59 n=19 n=27 n=7 n=6 
46.93+185 47.4183 47 +184 37.28 + 19.1 57.28 417.5 
ir 18-82 (51) 21-81 (46) 19-76 (53) 18-65 (28) 33-82 (52.5) 
a n=61 n=33 n=25 n=3 0.238 
3 50.98 + 18.1 53.48 17.4 49.24 + 18.6 38 +19.9 n=0 
18-85 (53) 18-85 (53) 18-81 (54) 25-61 (28) 
3 n=120 n=52 n=52 n=10 n=6 
i) 48.99+183 51.15+178 480841839 37541822 57.33 417.53 
18-85 (51) 18-85 (51) 18-81 (53.5) 18-65 (28) 33-82 (52.5) 
k 
o 
z n (%) n (%) n (%) n (%) n (%) 
S 
Be 
£ 59 192 (32.2) 27*° (45.8) 7 (11.9) 6° (10.2) 
ih 
a 
7 61 33? (54.1) 25% (41) 32 (4.9) oe 0.01 
Esl 
2 1 120 (100) 52 (43.3) 52 (43.3) 10 (8.3) 6 (5) 
Zz 
Ek 
5 w 
os n (%) 1 (%) n (%) n (%) n (%) 
es 
Sle 
&5 
8g 61 (5083) 32 (52.5) 24 (39.3) 4 (6.6) 1 (1.6) 0.106 
ec 
5 8 
$5 29 (24.16) 15 (51.7) 11 (37.9) 2 (6.9) 1 (3.4) 0.763 
es 
a 
E 
© 
= 
© 
% 24 (19.99) 10? (41.7) 7? (29.2) 7> (29.2) 0? (0) 0.001 
s 
40 (33.33) 7 (42.5) 17 (42.5) 2 (5) 4 (10) 0.282 


No pathological 
findings 


*Kruskal-Wallis test (to determine the difference between the age data of the general 
population and the TMD severity levels) and **Pearson’s chi-square test (for qualitative- 
qualitative parameter evaluations) were used for statistical analysis. The same superscript 
letter denotes a subset of TMD severity levels that are not significantly different from each 
other at the a=0.05 level, the different superscript letter denotes a subset of TMD severity 
levels that are significantly different from each other (p<0.05 and p<0.001). SD: standard 
deviation, Min: minimum, and Max: maximum. 
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number of patients with no restriction in opening was higher 
in both men and women. A significant relationship was found 
between both genders and muscle tiredness or pain during 
chewing (p=0.031). The rate of participants who did not 
have pain in chewing was found to be higher. A significant 
relationship was also found between the incidence of headache 
and gender (p=0.001). Accordingly, the number of patients 
without headache was found to be higher in both genders. 

A statistically significant difference was found (p=0.002) 


Table 3. Relationship between gender, intraoral findings and 
answers to FAI questions 


GENDER 
FINDING 


Female n (%) 


Male n (%) 


Yes 25 (42.4) 36 (59) 

ntraoral Finding 1 0.068 
No 34 (57.6) 25 (41) 
Yes 14 (23.7) 15 (24.6) 

Intraoral Finding 2 0.912 
No 45 (76.3) 46 (75.4) 
Yes 12 (20.3) 12 (19.7) 

ntraoral Finding 3 0.927 
No 47 (79.7) 49 (80.3) 
Yes 26 (44.1) 14 (23)? 

Intraoral Finding 4 0.024* 
No 33 (55.9)? 47 (77) 
No 46 (78) 59 (96.7)8 

Fonseca Question 1 Sometimes 8 (13.6)° 1 (1.6) 0.008* 
Yes 5 (8.5)* 1 (1.6)® 
No 48 (81.4) 58 (95.1) 

Fonseca Question 2 Sometimes 7 (11.9)* 3 (4.9)? 0.051 
Yes 4 (6.8)? 0? 
No 36 (61) 49 (80.3)? 

Fonseca Question 3 Sometimes 10 (16.9)3° 8 (13.1)3? 0.031* 
Yes 13 (22)° 4 (6.6)° 
No 29 (49.2) 49 (80.3)2 

Fonseca Question 4 Sometimes 17 (28.8)" 10 (16.4)3" 0.001* 
Yes 13 (22) 2 (3.3) 
No 28 (47.5) 41 (67.2) 

Fonseca Question 5 Sometimes 12 (20.3) 10 (16.4) 0.067 
Yes 19 (32.2) 10 (16.4) 
No 36 (61) 47 (77) 

Fonseca Question 6 Sometimes 12 (20.3) 9 (14.8) 0.128 
Yes 11 (18.6) 5 (8.2) 
No 38 (64.4) 46 (75.4) 

Fonseca Question 7 Sometimes 8 (13.6) 9 (14.8) 0.186 
Yes 13 (22) 6 (9.8) 
No 32 (54.2) 39 (63.9) 

Fonseca Question 8 Sometimes 10 (16.9) 11 (18) 0.370 
Yes 17 (28.8) 11 (18) 
No 35 (59.3) 37 (60.7) 

Fonseca Question 9 Sometimes 5 (8.5) 5 (8.2) 0.989 
Yes 19 (32.2) 19 (31.1) 
No 22 (37.3) 32 (52.5) 

Fonseca Question 10 Sometimes 16 (27.1) 17 (27.9) 0.116 
Yes 21 (35.6) 12 (19.7) 
Mean + SD 31.77 + 24.77 18.27 + 15.83 

Fonseca Anamnestic ; 0.002** 

ndex Total Score ee 0-95 (30) 0-65 (15) 


*Pearson’s Chi-Square test was applied. While there was no statistical difference between 
the data symbolized with the same lower case letters in terms of the answers given to the 
tested intraoral findings and Fonseca anamnestic index questions, a statistically significant 
difference was found between the data with different lettering. **Mann-Whitney U test was 
applied. Significance was evaluated at p<0.05 and p<0.001 levels. SD: standard deviation, 
Min: minimum, Max: maximum. 


N=120 @No TMD 
61 M (50.89%) 
59 F (46.93%) = Mild TMD 
ABE GEY LESS) ® Moderate TMD 
BSevere TMD 


Figure 2. The number of participants by gender (n), age (mean 
+ SD), and TMD findings (%). Footnote: M= Male, F= Female, SD: 
Standard Deviation. 


regarding whether the FAI total score differed by gender. 
Accordingly, it has been determined that the total score of 
women is much higher than that of men. 


Discussion 

In the present study, the presence and severity of TMD in 
asymptomatic and healthy individuals aged 18 years and over 
who attended appointments at a prosthodontics clinic were 
evaluated. Among the study participants, the largest group 
consisted of patients with mild TMD and without TMD at a rate 
of 40.33%. The second largest subgroup consisted of individuals 
with moderate TMD at a rate of 8.33%. For comparison with 
other studies, the rate of individuals with mild-moderate TMD 
was 62% in the study by Pedroni et al. [11], and the rate was 
40% in the study by Conti et al. [3]. Nevertheless, in the study by 
Conti et al., most of the participants observed were in the non- 
TMD group 58.71% [3]. Like the findings in the present study, 
the participants with mild TMD in the study by Bevilaqua-Grossi 
et al. constituted the largest subgroup of the study population 
with a rate of 43.2% [10]. 

After the participants were grouped according to TMD- 
Fonseca severity, the present TMD findings in each group were 
determined as percentages. With this approach, we aimed to 
obtain detailed information about which factors drive patients 
to seek treatment and to raise awareness about their problems 
by analyzing the symptoms that are effective in the non-TMD 
group and in groups with different severities of TMD. As TMD 
severity increased, the percentage of all complaints mentioned 
in the FAI increased. In the severe TMD group, the symptoms 
were pain on chewing (item 3), neck pain (item 5), pain in TMJ 
(item 6), voice in TMJ (item 7) and malocclusion sensation 
(item 9). In the moderate TMD group, participants presented 
pain on chewing (56.25%) and parafunctional habits (item 8). 
In the mild TMD group and in the non-TMD group, 84.78% of 
participants reported stress (item 10). These were the most 
frequently reported responses with a rate of 100%. In addition, 
the presence of abrasion, which is the most important intraoral 
sign of bruxism, was the most common intraoral finding among 
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all patients with a rate of 50.83%. 

TMD has a multifactorial etiology; closing disorder, trauma, 
stress, and parafunctional habits are the factors that enable the 
condition to progress [17]. As stated in neuromuscular theory, 
occlusal conflicts create an imbalance in the neuromuscular 
mechanism, triggering pain and spasms [18]. 

Malocclusion, defined as the deviation of the occlusion from 
the ideal level in terms of functionality and aesthetics, was 
an important complaint in all TMD and non-TMD groups in 
the present study. In addition, among 42 participants (30 
females and 12 males) complaining of headache, a statistically 
significant difference was found (p=0.001). In addition, a 
positive correlation was found between the 4th answer of the 
index (headache) and the 6th answer of the index (pain in the 
TM); r=0.323; p<0.001), which are responsible for the sensory 
innervation of the head and face and share the same pain 
pathway [19]. 

In the present study, the prevalence of TMD was approximately 
one and a half times higher in females than males (n=40 
(67.7%) and n=28 (47.9%), respectively). The results of the 
present study support the findings of Yaman et al., who found 
that TMD symptoms are more common in women [15]. When 
the total FAl scores were examined, it was found that female 
participants reported higher scores. Hormonal differences, 
variations in muscle structure, and connective tissue are likely 
to be the main reasons for this result. 

Parafunctional habits, such as bruxism, cause biomechanical 
changes in articular surface structures due to overloading 
[20]. While this harmful habit was found at the lowest rate 
(13.46%) in the non-TMD group, the most severe level was 
found in the TMD group (66.6%). In 2018, bruxism, which was 
divided into two separate classes of sleeping and awake, can 
be evaluated as a movement disorder or sleep disorder and 
can also be observed in healthy individuals [21]. De Wijer et 
al. pointed out that parafunctional habits can be extremely 
destructive, although some individuals may not experience a 
significant impact on their mouth structures [22]. On the other 
hand, bruxism has been emphasized as an effective clinical risk 
factor in the development of TMD. Item 8 (bruxism) of the FAI 
demonstrated a correlation with item 6 (pain in TM)) (r=0.230; 
p=0.012). As Soares et al. previously stated [23], we found in 
the present study that bruxism was associated with TM) pain. 
Postural changes play an important role in the etiology of TMD 
by causing changes in the position of the mandible. Neck pain 
complaints, reported by 100%, is one of the highest rates in the 
severe TMD group. The prevalence of neck pain due to postural 
changes influences the development of TMD [24]. 

Only 10% to 20% of the population with TMD symptoms 
seek treatment from a professional [25]. Our study revealed 
that 56.6% of individuals who had mild, moderate or severe 
TM) disorders were unaware of the existence of TMD. For 
this reason, it is important to evaluate mouth opening and to 
diagnose limitations to mandibular movement early and prevent 
the onset of chronic TMDs. 

Conclusion 

The FAI is a useful diagnostic tool that saves time in clinical 
practice, and its use for detecting the severity of TMD-related 
symptoms at an early stage even in healthy individuals should 


be encouraged. The frequency of TMD is higher than expected 
in the population. Even if the patients attend appointments at 
the clinic without known or recognized complaints, the findings 
of the FAI study are important, both to encourage more efficient 
results in the following treatment protocols and for the purpose 
of treating TMD before it progresses. It will also help spread 
awareness about treating TMDs. 


Scientific Responsibility Statement 

The authors declare that they are responsible for the article’s scientific content 
including study design, data collection, analysis and interpretation, writing, some 
of the main line, or all of the preparation and scientific review of the contents and 
approval of the final version of the article. 


Animal and human rights statement 

All procedures performed in this study were in accordance with the ethical 
standards of the institutional and/or national research committee and with 
the 1964 Helsinki declaration and its later amendments or comparable ethical 
standards. No animal or human studies were carried out by the authors for this 
article. 

Funding: None 


Conflict of interest 
None of the authors received any type of financial support that could be considered 
potential conflict of interest regarding the manuscript or its submission. 


Informed consent 
This study was approved by the Pamukkale University Medical Ethics Committee 
(Approval no: E-60116787-020-113971). 


References 

1. Augusto VG, Perina KCB, Penha DSG, Santos DCAD. Temporomandibular 
dysfunction, stress and common mental disorder in university students. Acta 
Ortop Bras. 2016;24(6):330-3. 

2. Westersund CD, Scholten J, Turner RJ. Relationship between craniocervical 
orientation and center of force of occlusion in adults. Cranio. 2017;35(5):283-9. 
3. Conti PCR, Costa YM, Goncalves DA, Svensson P. Headaches and myofascial 
temporomandibular disorders: overlapping entities, separate managements? J 
Oral Rehabil. 2016;43(9):702-15. 

4. Schmid-Schwap M, Bristela M, Kundi M, Piehslinger E. Sex-specific differences 
in patients with temporomandibular disorders. J Orofac Pain. 2013;27(1):42-50. 
5. Machado LP, de Macedo Nery MB, de Gdis Nery C, Leles CR. Profiling the 
clinical presentation of diagnostic characteristics of a sample of symptomatic 
TMD patients. BMC Oral Health. 2012;12(1):1-8. 

6. Nekora-Azak A, Evlioglu G, Ordulu M, Issever H. Prevalence of symptoms 
associated with temporomandibular disorders in a Turkish population. J Oral 
Rehabil. 2006;33(2):81-4. 

7. Schiffman EL, Fricton JR, Haley DP, Shapiro BL. The prevalence and treatment 
needs of subjects with temporomandibular disorders. J Am Dent Assoc. 
1990;120(3):295-303. 

8. Solberg WK, Woo MW, Houston JB. Prevalence of mandibular dysfunction in 
young adults. J Am Dent Assoc. 1979;98(1):25-34. 

9. Lévgren A, Osterlund C, Ilgunas A, Lampa E, Hellstrém F. A high prevalence of 
TMD is related to somatic awareness and pain intensity among healthy dental 
students. Acta Odontol Scand. 2018;76(6):387-93. 

10. Bevilaqua-Grossi D, Chaves TC, De Oliveira AS, Monteiro-Pedro V. Anamnestic 
index severity and signs and symptoms of TMD. Cranio. 2006;24(2):112-8. 

11. Pedroni CR, De Oliveira AS, Guaratini MI. Prevalence study of signs and 
symptoms of temporomandibular disorders in university students. J Oral Rehabil. 
2003;30(3):283-9. 

12. Nomura K, Vitti M, Oliveira ASD, Chaves TC, Semprini M, Siéssere S, et al. 
Use of the Fonseca’s questionnaire to assess the prevalence and severity of 
temporomandibular disorders in Brazilian dental undergraduates. Braz Dent J. 
2007;18(2):163-7. 

13. Kaynak BA, Tas S, Salkin Y. The accuracy and reliability of the Turkish version 
of the Fonseca anamnestic index in temporomandibular disorders. Cranio. 
2020;38(4):1-6. 

14. Yap AU, Zhang Mj, Lei J, Fu KY. Accuracy of the Fonseca Anamnestic Index 
for identifying pain related and/or intra-articular Temporomandibular Disorders. 
Cranio. 2021;39(4):1-8. 

15. Yaman D, Alparslan C, Kalaycioglu O. Investigation of asymptomatic 
temporomandibular disorders with Fonseca anamnestic index in clinical practice. 
Acta Odontologica Turcica. 2021;38(3):62-7. 

16. Topuz MF, Oghan F, Ceyhan A, Ozkan Y, Erdogan O. Assessment of the severity 
of temporomandibular disorders in females: Validity and reliability of the Fonseca 
anamnestic index. Cranio. 2020;38(5):1-4. 

17. de Godoi Goncalves DA, Dal Fabbro AL, Campos JADB, Bigal ME, Speciali JG. 
Symptoms of temporomandibular disorders in the population: an epidemiological 
study. J Orofac Pain. 2010;24(3):270-8. 

18. Suvinen TI, Reade PC, Kemppainen P, Kénénen M, Dworkin SF. Review 


1343] Annals of Clinical and Analytical Medicine 


Fonseca anamnestic index and temporomandibular disorder analysis 


of aetiological concepts of temporomandibular pain disorders: towards 
a biopsychosocial model for integration of physical disorder factors with 
psychological and psychosocial illness impact factors. Eur J Pain. 2005;9(6):613- 
33. 

19. Bendtsen L. Central sensitization in tension-type headache-possible 
pathophysiological mechanisms. Cephalalgia. 2000;20(5):486-508. 

20. Bruguiere F, Sciote JJ, Roland-Billecart T, Raoul G, Machuron F, Ferri J. Pre- 
operative parafunctional or dysfunctional oral habits are associated with the 
temporomandibular disorders after orthognathic surgery: an observational 
cohort study. J Oral Rehabil. 2019;46(4):321-9. 

21. Lobbezoo F, Ahlberg J, Raphael KG, Wetselaar P, Glaros AG, Kato T. 
International consensus on the assessment of bruxism: Report of a work in 
progress. J Oral Rehabil. 2018;45(11):837-44. 

22. de Wijer A, Steenks MH, De Leeuw JRJ, Bosman F, Helders PJM. Symptoms 
of the cervical spine in temporomandibular and cervical spine disorders. J Oral 
Rehabil. 1996;23(11):742-50. 

23. Soares LG, Costa IR, Brum Jr JDS, Cerqueira WSB, Oliveira ESD, Douglas 
de Oliveira DW. Prevalence of bruxism in undergraduate students. Cranio. 
2017;35(5):298-303. 

24. Alvarez-Melcén AC, Valero-Alcaide R, Atin-Arratibel MA, Melcon-Alvarez A, 
Beneit-Montesinos JV. Effects of physical therapy and relaxation techniques on 
the parameters of pain in university students with tension-type headache: A 
randomised controlled clinical trial. Neurologia. 2018;33(4):233-43. 

25. LeResche L. Epidemiology of temporomandibular disorders: implications for 
the investigation of etiologic factors. Crit Rev Oral Biol Med. 1997;8(3):291-305. 


How to cite this article: 

Cagri Koyal, Hatice Lamia Elif Sagesen, Sezgi Cinel Sahin. Fonseca anamnestic 
index and temporomandibular disorder analysis in random patients. Ann Clin 
Anal Med 2022;13(12):1339-1344 


1344| Annals of Clinical and Analytical Medicine 


